INTRODUCTION: Malignant neoplasms of the head and neck, due to its anatomical location, can cause significant alterations in vital
Assessment of quality of life in patients with advanced oral cancer who underwent mandibulectomy with or without bone reconstruction INTRODUCTION Oral cancer can compromise important individual abilities and aspects, such as speech, breath, appearance, and swallowing; Radical surgery can incur in severe physical changes in the patient due to, mainly, the extension of the surgical treatment. A considerable number of patients feel mutilated, stigmatized, and bothered by people's reaction. This can lead to stress and social isolation, with a need for functional and psychosocial rehabilitation.
1,2 One of the biggest worries reported by patients is the disfigurement associated to the disease and extensive surgeries, in addition to the loss of major functions, especially those related to chewing and swallowing when there is the need of mandibular resection.
3,4
Research on cancer patient's quality of life is essential to assess the areas affected by the disease and plan interventions to rehabilitate these patients. Thus, the purpose of this study was to assess the quality of life in patients with advanced malignant neoplasms in the oral cavity who underwent radical surgery with curative intent, comparing those who underwent functional reconstruction of the mandible to those who did not.
MATERIAL AND METHODS
This is a cross-sectional study that assesses the quality of life in oral cancer patients for a period of at least six months after ongoing surgical treatment. The study was approved by the Institutional Ethics Committee (protocol 058/2008), and all patients signed an Informed Consent Form.
Consecutive patients of both genders who were treated from 2004 to 2013 in a single tertiary institution were evaluated Those aged between 25 and 75 years, with stage III and IV squamous cell carcinoma of the oral cavity submitted to radical or reconstructive surgery were included. Patients who were actively sick at the moment when the questionnaires were applied were not included.
The Portuguese validated version of the University of Washington Quality of Life Questionnaire UW-QOL was used.
5 It comprises 12 questions related to specific functions of the head and neck, as well as others regarding activity, recreation, pain, mood, and anxiety. Each domain has three to five categories of answers, with scores varying from 0 (worst) to 100 (best), which were assessed in two ways: individually in each domain and the total score for all the domains, calculated as a composite score that is the average of all the 12 domains. There are also three generic questions that do not have a score of their own and are used as a basis for comparison between patients or groups of patients. The questionnaire was applied by a single trained evaluator.
Statistical analysis
A descriptive analysis of the selected population was performed using central tendency and dispersion for the continuous variables and frequency distribution for the categorical ones. All analyses were conducted with the help of the SPSS 20.0 software and a statistical significance of 5% (p<0.05) was adopted.
To assess the regular distribution of the outcome (quality of life score) and of the quantitative independent variables, the Kolmogorov-Smirnov was performed. A scatter plot was used to evaluate the linearity between the outcome and the independent variables. The Pearson correlation was used to test the collinearity of the qualitative independent variables.
The difference between each average score was calculated to assess the link between the independent variables and the quality of life scores, with the statistical difference obtained by means of analysis of variance. In order to identify the variables that would be included in the multiple linear regression model, a difference of seven points in the categories of each independent variable and/or the statistical significance were considered as clinically significant through the value of p<0.20.
RESULTS
Initially, 183 patients were selected who met the inclusion criteria. A total of 47 (25.7%) were submitted to an interview, thus forming the sample of the study.
At the time of the interview, the mean age was 61.8 ± 8.4 years, and the time between surgery and the time of the interview was 41.5 months. The most commonly affected place by the primary lesion was the floor of the mouth in 23 patients (49%), followed by gingival margin in 16 patients (34.0%). The patients who underwent combined surgery were reconstructed using myocutaneous flaps (72.3%) or free flaps (27.7%). Furthermore, 43 patients were classified as T4 (80.9%), and there was node metastasis in 21 patients (44.7%). The demographic and clinical characteristics of patients with advanced malignant neoplasms in the oral cavity included in this study are described in Table 1 .
All the patients underwent mandibulectomy and were grouped according to the type of reconstruction used: in 34 patients (72.3%) closure by synthesis or soft tissue flap reconstruction were used (Group 1); bone flap reconstruction (Group 2) was used in 13 cases (27.7%).
The average score obtained after the assessment of the questionnaires was 64.6 (varying from 50 to 86.8). When stratified by type of reconstruction, the average was 65 in Group 1 and 63,1 in Group 2, both very similar.
The frequency of the objective domains in the UW-QOL questionnaire can be found in Table 2 . The absence of pain was the most frequent answer for the pain domain (65.5%). As for appearance, oral cancer patients reported being slightly bothered but still remaining active (34%). Regarding activity, they reported being active most of the time (38.3%). For recreation, most patients reported not having limitations for leaving home (46.5%). The patients can only swallow some solid foods (38.3) and reported not being able to chew even light foods (55.3%). In relation to the speech domain, most patients reported a bit of difficulty in speaking (64.8%). Most patients reported no problems with the shoulder after the treatment (64.8%). Regarding the domain of mood, the patients reported being usually in an excellent mood, unaffected by cancer (45.8%). For the anxiety domain, most reported not being anxious as a result of cancer (59.2%). The variable of age at the time of the interview showed clinical and statistical significance in the domain of pain (p=0.049), with patients over 60 years old reporting better scores than those younger at the time of the interview. The marital status was statistically associated with quality of life in the saliva Table 3 .
The only variable of the composite quality of life score included in the linear regression model was time between surgery and interview, with those with under two years presenting a lower composite score (coefficient of -9.73, 95% CI -18.016 -1.435, p=0.023). The model expressed a score of 9% for quality of life in that population (r2=0.091).
DISCUSSION
Advanced malignant neoplasms of the head and neck and its extensive treatments, associated with adjuvant radiotherapy, may result in significant dysfunction, such as in chewing, swallowing and speech. Our results show that these individuals have an epidemiological profile similar to those present in other Brazilian studies. 6 The average age of the population studied was over 50 years, and most individuals were men, with low levels of formal education, white, who lived with their spouses, presented clinical stage level IV, and underwent radiotherapy.
Still regarding the studies by Vartanian and Kowalski 6 , advanced stage patients, with over 5 years of survival, reported good quality of life, a result compatible with the one found in this study. Patients with survival over 12 months who took the questionnaire presented higher scores. This finding can be due to a greater time to adapt to the repercussions of treatment.
Studies with positive results for quality of life in patients who underwent mandible reconstruction with fibula were conducted in patients with benign disease, for which treatment required resection with less damage to the soft tissues 3 , unlike the cases in this study.
As for the global parts of the questionnaire, 47.2% of patients considered their quality of life to be good overall, and 57.8% considered their health to be the same or better than it was before the treatment. These results differ from those found by Vartanian and Kowalski
6
, in which 59.3% of the patients considered their quality of life to be from good to excellent ,and 74.0% to be the same or better. This study included a broader variety of sites and stages of the disease, which might have affected the results.
As for the comparative questions, it was found that quality of life was the same (31.9%) when compared to a time prior to the disease or slightly better (38.3%) after the treatment. In general, patients considered their quality of life to be from average (23.4%) to good (48.9%).
There is no data indicating if cultural aspects influenced these results. However, according to Vartanian and Kowalski
, patients from developing countries and with difficult access to healthcare are usually more grateful to doctors and try not to disappoint them, despite the assured confidentiality. That might explain the high level of satisfaction present in the global questions.
This study followed the guidelines of Weymuller et al. 7 for researches in a single institution, with the recommendation of cross-sectional studies in which the survivors can be assessed in a single application of the questionnaire and also in a cohort that represents the majority of cases in the institution.
During the screening of eligible cases, out of the total 183 oral cancer patients, 47 were alive after less than five years. In a similar study 8 . it was found that even with surgical treatment and adjuvant radiotherapy, only the minority of patients were cured and less than 30% survived after five years. It was not possible to include more patients, which might have had a negative influence on the results. However, a small number was also reported in an American retrospective study over 25 years that found only 26 patients alive, out of which only 26 could be assessed.
9
No link was found between any of the UW-QOL domains and the type of reconstruction undergone by the advanced oral cancer patients, contrary to what was initially expected. The impossibility of bone reconstruction generates the greater functional and aesthetic defect. The sample size might have affected these results, a difficulty also reported by similar studies.
